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Preliminary fi ndings from the National Youth 
Cultures of  Eating Study – gender, social class 
and ethnic differences in childhood obesity
Jennifer O’Dea
Introduction
Childhood obesity prevention has rapidly become one of  the most con-
troversial topics in current community, clinical and school health educa-
tion debates. There is much talk of  a global ‘epidemic’ of  obesity in the 
academic literature (World Health Organization, 2003) as well as in the 
popular media. Some exclaim that the so-called ‘epidemic’ of  childhood 
obesity will be ‘modernity’s scourge’ (Waters & Baur, 2003) and may re-
verse the observed improvements in life expectancy trends (Olshansky, 
Passaro & Hershow, 2005) whilst others more cautiously argue that cur-
rent social comment about obesity is based on moral issues rather than 
true health risk (Campos, Saguy, Ernsberger, Oliver, & Gaesser, 2006; 
Gard & Wright, 2005; Rich & Evans, 2005). Others observe that children 
and adults can be both ‘fat and fi t’ (Blair, 2005; Telford, 2007) and that the 
health risks of  fatness may be largely over-ridden by physical activity. An 
important message for health professionals, school educators and social 
workers is to ‘fi rst, do no harm’ when working towards obesity prevention 
among children (Ikeda, Crawford, & Woodward-Lopez , 2006; O’Dea, 
2004). This is a particularly salient message for those working among dif-
ferent ethnic and cultural groups in the community.
Among the hundreds of  published articles about childhood obesity there 
is a marked paucity of  comment from the children themselves, and very 
little input invited from their parents (O’Dea, 2005). In one of  the few 
studies of  the socio-cultural contexts within which young people become 
fat and lay conceptualisations of  fatness, Wills and her colleagues (2006) 
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interviewed obese and overweight teenagers from socially disadvantaged 
areas in Scotland. In this study, the researchers found that these young 
people of  low socioeconomic status (SES) had a high degree of  body ac-
ceptance and rarely mentioned any health-related consequences of  their 
fatness (Wills, Backett-Milburn, Gregory, & Lawton, 2006). Of  weight-
related importance to these young people, were fashion related issues and 
being physically ‘slowed down’. 
Similarly, in successive studies of  Australian adolescents over the past 15 
years, I have observed social class differences in the prevalence of  overweight 
and obesity as well as varying perceptions of  the students’ weight and body 
image. In my earliest study of  mid-adolescent girls from disadvantaged and 
non-disadvantaged backgrounds in 1991 (O’Dea, 1994) I found that the non-
disadvantaged girls were signifi cantly more likely to eat breakfast, dinner and 
an evening snack; take vitamin supplements and have better nutrition knowl-
edge. The girls from disadvantaged backgrounds were nearly twice as likely to 
be obese or overweight (33% versus 19%), yet the desire to lose weight was 
present in nearly half  (42%) of  all the girls, irrespective of  their SES. A later 
study was designed to further examine and clarify the SES, weight status and 
body image of  1134 children and adolescents in early 2000 (O’Dea & Caputi, 
2001) and results reinforced the earlier fi ndings that children of  low SES were 
more likely to be overweight, obese and skipping breakfast. An illuminating 
fi nding of  this study was that there was less body image concern and greater 
body esteem and physical self  esteem among overweight boys and girls of  
low SES in comparison to their overweight middle or high SES peers. It ap-
peared that these children and adolescents were clearly overweight, but it did 
not seem to bother them. A later study conducted nationally, confi rmed the 
social class differences in overweight and obesity among nearly 5000 students 
from 38 randomly selected schools from every state and territory of  Australia 
(O’Dea, 2003). 
An obvious research question to evolve from these studies was whether 
the observed trends in obesity and SES were mainly related to SES via 
income, parental education or social disadvantage or whether there were 
other socio-cultural infl uences involved. One infl uence that was likely to 
be relevant was ethnicity or cultural background, as these factors had been 
identifi ed among children in the USA (Kumanyika, 1993). Hence, the 
main aim of  the current study was to examine the intersections of  class, 
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gender, age, and ethnicity as major factors affecting obesity, body image, 
food consumption and its meanings. 
The importance of  identifying cultural and ethnic issues in the manage-
ment and prevention of  weight-related disease has been recognised by 
several authors and is well illustrated in a recent study of  Pakistani and 
Indian patients with Type 2 diabetes, conducted by Lawton and her col-
leagues (2006) in the UK. This study found that issues of  social role, 
familial duties, perceived family cohesion and other issues related to the 
social roles of  men and women in South Asian communities in the UK, 
were much more highly valued than self  care (Lawton, Ahmad, Hanna, 
Douglas, & Hallowell, 2006). The authors of  this study state that, ‘Educa-
tion may play a role in physical activity promotion; however, health pro-
moters may need to work with, rather than against, cultural norms and 
individual perceptions’ (Lawton et al., p. 52).
This article aims to explore the associations between obesity, weight per-
ceptions and gender, ethnicity, culture and social class in a large national 
study of  Australian schoolchildren. The paper also explores the most 
appropriate and effective approaches for educators, social workers and 
community health promoters when planning weight-related programs for 
children and adolescents. 
Defi ning and Measuring Overweight and Obesity 
In any discussion of  weight, it is important to fi rst understand the defi -
nitions, meanings and limitations of  the measurement instruments. The 
strict defi nition of  ‘obesity’ refers to ‘over fatness’ and is normally de-
fi ned using some sort of  measure of  percent body fat such as skin fold 
thickness standards. Because of  the costly, time consuming and invasive 
nature of  these measures, most researchers undertaking large population 
studies of  ‘obesity’ are necessarily required to use a proxy for obesity and 
overweight as defi ned by a measure of  weight-for-height, the Body Mass 
Index [BMI] a measure of  weight in kilograms divided by the square of  
height in metres. Many studies, including the current one, employ a gen-
eral ‘international childhood BMI standard’ which has been developed 
by Cole, Bellizzi and Flegal (2000). The international standard creates a 
statistical distribution of  BMI by extrapolating the childhood BMI distri-
bution to track childhood and adolescent BMI equivalents to adult BMI 
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cut off  points of  overweight (Adult BMI of  25 or more to 29.9) or obese 
(Adult BMI of  30 or more). Hence, the current international defi nition of  
childhood overweight and obesity is essentially a statistical defi nition of  
weight-for-height and gender and not body fatness per se. BMI is a screen-
ing tool, useful for making surveillance observations, but it is not a diag-
nostic tool and children with a BMI indicating obesity or overweight do 
not necessarily have any illness, clinical complications, or health risks asso-
ciated with over fatness. More in-depth clinical assessment of  individual 
children is required to ascertain their current health status and their future 
health risk (Flegal, Tabak, & Ogden, 2006) and the measures need to be 
monitored regularly over several years. Nevertheless, the current BMI-
based defi nitions of  overweight and obesity are generally useful working 
defi nitions that are valuable for public health surveillance, screening and 
community assessment. 
Using various US and international BMI standards the prevalence of  
childhood overweight, obesity and increases in these over time have been 
measured in various countries to date. In the USA, the prevalence of  
childhood obesity has tripled since the 1960s with a low prevalence of  
about 3% in the 1960s to about 7–10% in the 1980s and 1990s (Flegal, 
Ogden, Wei, Kuczmarski & Johnson, 2001). The current prevalence in the 
USA is estimated at around 15% (Ogden, Carroll, & Curtin, 2006).
In the United Kingdom, analyses of  three cross sectional studies of  British 
children between 1974 and 1994 resulted in similar upward trends in child-
hood obesity prevalence to those observed in the USA (Chinn & Rona, 2001). 
Increasing prevalences have been observed in Australia (Magarey, Daniels, & 
Boulton, 2001), France (Huede, et al., 2003; Romon, Duhamel, Collinet, & 
Weill, 2005), Finland (Kautiainen, Rimpela, Vikat, & Virtanen, 2002), Portugal 
(Padez, Fernandes, Mourao, Moreira, & Rosado, 2004), Chile (Kain, Uauy, 
Vio, & Albala, 2002), Germany (Kalies, Lenz, & von Kries, 2002), Brazil, 
China and Russia (Wang, Monteiro, & Popkin, 2002). 
Whilst the imminent risk of  any illness in obese children is not considered 
common (Flegal et al., 2006), the risk for the development of  insulin resis-
tance and Type 2 diabetes is considered much more likely and serious with 
some cases of  adolescents with these conditions already being diagnosed 
(Fagot-Campagna, 2000). Examples of  such health risk for adolescents 
also includes an ethnic component with the vast majority of  cases, whilst 
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small in actual number, being diagnosed among very obese and very sed-
entary adolescents (Drake, Smith, Betts, Crowne & Shield, 2002), with a 
strong family history of  Type 2 diabetes who often come from Indian, 
Pakistani (Ehtisham, Barrett, & Shaw, 2000) or African American or Na-
tive American backgrounds (American Diabetes Association, 2000). Simi-
larly, about half  of  the 43 cases of  Type 2 diabetes and related conditions 
identifi ed over the 12 years from 1990 to 2002 in children and adolescents 
in Western Australia were found among Aboriginal children (McMahon 
et al., 2004) compared to those from other ethnic groups. A recent study 
of  all medical register data on Type 2 diabetes in children and adolescents 
aged 7–18 years in the state of  New South Wales (Craig, Femia, Broyda, 
Lloyd, & Howard, 2007) found 128 cases over the six years from 2001 to 
2006 (about 21 cases each year). The authors reported that 90% of  cases 
were overweight or obese. Aboriginal children were six times more likely 
to have Type 2 diabetes than their non indigenous peers and 75% had a 
family history of  the disease. Whilst these ethnic and familial effects on 
Type 2 diabetes risk are not always apparent (Wiegand et al., 2004), they 
remain an important consideration.
Hence, any study of  childhood obesity and its implications for child health 
and/or health education in our communities should currently include an as-
sessment of  gender, risk of  actually developing any illness, and ethnicity. 
Methods
Data in this study was collected as part of  the National Youth Cultures of  
Eating Study which is a three-year, government funded study of  health, 
weight, culture and eating among nearly 8000 schoolchildren drawn from 
every state and territory of  Australia between August and November, 
2006. The major aim of  the study was to examine the intersections of  
class, gender, age and ethnicity as major factors affecting obesity, body 
image, food consumption and its meanings. 
The questionnaire was constructed from previously validated instruments 
(Gracey, Stanley, Burke, Corti, & Beilin, 1996; O’Dea & Wilson, 2006) and 
completed by students in years 3–11 during regular class times under the 
supervision of  trained research assistants. The questionnaire was devel-
oped for school years 3–4, 5–6 and 7–11 and measured demographic de-
tails of  gender, age, ethnic background, weight perceptions (Do you think 
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you are too thin (1), about right (2) or too fat (3)?); as well as other food- 
and nutrition-related questions, including those assessing eating habits, 
consumption of  breakfast, nutritional quality of  breakfast and beliefs 
about food and nutrition. Some open-ended questions were included in 
the instrument, but qualitative analysis of  responses is not reported here. 
The details of  the questionnaire have been described elsewhere (O’Dea 
& Wilson, 2006). Height and weight were measured by trained research 
assistants. Where literacy was an issue, the questionnaire was read aloud to 
the student by a trained research assistant. 
Completed questionnaires were checked, edited, entered and cleaned to 
produce an SPSS data fi le. Descriptive and Chi square analyses were un-
dertaken to provide details of  the prevalence of  obesity and overweight 
using the international standard with age in years taken to the 0.5 year 
cut-offs (Cole et al., 2000). Chi square analyses were used to examine 
group differences in prevalence of  overweight and obesity between vari-
ous ethnic and social class sub-groups of  children and adolescents. BMI 
was analysed as the dependent variable using ANOVA performed sepa-
rately for boys and girls with age as a covariate and ethnicity and SES as 
independent variables. All continuous data were checked to make sure 
they were normally distributed. Residuals were examined for normality, 
linearity and homoscedasticity and these assumptions were met.
The study was approved by the University of  Sydney Human Ethics com-
mittee as well as each school principal and each of  the Departments of  Edu-
cation in every state and territory of  Australia. All students with informed 
parental consent were eligible to participate and each student’s verbal consent 
was obtained on the day of  the study. No follow-up visits were undertaken.
Results
Participants
A total of  47 randomly selected primary and high schools were recruited 
from every state and territory of  Australia and included 7889 children in 
school years 3–11 from government, private and Catholic schools. Data 
was collected from all 47 schools between August and November in 2006 
with an 82% response rate. The socioeconomic status [SES] of  schools 
was based on a written questionnaire of  all families attending the school 
(Commonwealth Department of  Education, 2005). This method of  de-
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fi ning SES was considered adequate and it provided continuity of  results, 
as it had been used in earlier studies (O’Dea, 1994; O’Dea & Caputi, 
2001). Schools were categorised as being of  low, middle, or high socioeco-
nomic status (SES) based on a direct federal government measurement 
of  parental income (Commonwealth Department of  Education, Science 
and Training, 2005). SES status of  the school community was verifi ed 
by each of  the state departments of  education and the school principal. 
Total family income was assessed with 21.9% of  participants from low 
SES schools; 58.1% middle SES schools and 20.0% high SES schools. 
These SES categories, were also confi rmed in an interview with each of  
the school principals in order to verify the SES of  the majority of  children 
attending the school and the sample matches the quintile distribution of  
SES reported by the current Australian Bureau of  Statistics social trends 
data for 2006 (ABS, 2006).
Participants were able to self  select their ethnic/cultural background(s) 
from the following categories which were based on ABS Census meth-
ods (ABS, 2007): Anglo/Caucasian; Aboriginal/Torres Strait Islander; 
Southern European/Mediterranean; Chinese/South East Asian; Middle 
Eastern/Arabic; Pacifi c Islander; Indian; African and Other. Adequate 
numbers of  participants to enable analyses by gender and ethnic catego-
ry as well as by comparison with ABS population statistics (ABS, 2007) 
were recruited from Anglo/Caucasian (72.2%); Aboriginal/Torres Strait 
Islander (5.9%); Southern European (8%); Chinese/South East Asian 
(7.4%); Middle Eastern/Arabic (1.9%) and Pacifi c Islander (2.4%) back-
grounds and these have been included in the analyses. Ethnic categories 
of  students from African and ‘other’ backgrounds were omitted in analy-
ses due to low numbers.
Prevalence of  overweight and obesity
Prevalence of  obesity was examined by age group, gender and ethnic/
cultural background and these results are presented below. Analysis of  
obesity by gender produced no statistical differences in primary school-
children aged less than 12 years with 6.4% of  males and 5.6% of  females 
obese: χ2(1) = 2.16, p = 0.34. Analyses among high school students aged 
12 years or older found more males were obese than females (7.7% versus 
5.7%, χ2(1) = 9.13, p < 0.001).
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The prevalence of  obesity, overweight and normal weight by age group, 
gender and ethnicity among Australian schoolchildren in 2006 are given 
in Table 1. There was an observable and statistically different variation in 
obesity prevalence between different ethnic and cultural groups. Results 
of  Chi square analyses were highly signifi cant: χ2(10) = 134.2, p < 0.001. 
Differences between separate weight categories of  obese, overweight and 
normal weight varied signifi cantly. Obesity was signifi cantly more preva-
lent among boys and girls of  all ages from Pacifi c Islander backgrounds. 
Among adolescents, those who were most likely to be obese (4–5 times 
more prevalent, p = 0.000) were boys and girls of  Pacifi c Islander or 
Middle Eastern/Arabic background. The least likely to be obese in both 
genders and all age groups were the Anglo/Caucasian or Asian students 
and in particular, the girls. Clearly, obesity among Australian schoolchil-
dren is largely affected by ethnic and cultural factors.
The prevalence of  obesity by ethnic group is illustrated in Figure 1. Fur-
ther analysis of  the data also suggests a social class effect (Table 2).
The clearly graded pattern of  association of  obesity, overweight and SES 
among both primary and secondary schoolchildren suggests an infl uence 
of  social class indicators upon their weight status with those of  lower and 
middle SES having a consistently greater prevalence of  obesity than their 
higher SES peers: χ2(2) = 25.3, p < 0.001.
The graded effect between class and obesity is further illustrated and ex-
plained in terms of  ethnicity in the following results. Whilst the trends 
related to SES are evident in the graphs illustrating the results of  ANOVA 
(Figures 2 and 3), a more complex picture of  the relationship between 
obesity and class, ethnicity and gender emerges in several ethnic groups, in 
which the BMI of  middle SES children is much closer to that of  low SES 
children than it is to higher SES children. There is a discontinuity between 
middle and higher, but not lower and middle SES for predicting BMI. 
This trend is particularly evident among Caucasian, Asian, Middle Eastern 
and Pacifi c Islander girls and Caucasian, Aboriginal, Southern European, 
Asian and Pacifi c Islander boys. 
Among girls, (Figure 2) and after controlling for age, BMI was greater 
among those from Middle Eastern and Pacifi c Islander backgrounds com-
pared to girls from other ethnic groups: χ2(5, 3992) = 10.46, p < 0.0001. 
89
Ta
bl
e 
2.
 P
re
va
len
ce
 o
f 
ob
es
ity
, o
ve
rw
eig
ht
 a
nd
 n
or
m
al 
w
eig
ht
 b
y 
sc
ho
ol
 s
oc
io
ec
on
om
ic 
st
at
us
 (
SE
S)
 a
m
on
g 
 
 A
us
tra
lia
n 
sc
ho
ol
ch
ild
re
n 
in
 2
00
6
Lo
w
 S
E
S 
(n
 =
 1
72
8)
M
id
dl
e 
SE
S 
(n
 =
 4
58
3)
H
ig
h 
SE
S 
(n
 =
 1
57
8)
O
be
se
 (n
 =
 5
09
)
8.
8 
(1
52
)
6.
3 
(2
89
)
4.
3 
(6
8)
O
ve
rw
eig
ht
 (n
 =
 1
45
8)
19
.2
 (3
32
)
18
.9
 (8
66
)
16
.5
 (2
60
)
N
or
m
al 
W
eig
ht
 (n
 =
 5
92
2)
72
.0
 (1
24
4)
74
.8
 (3
42
8)
79
.2
 (1
25
0)
N
ote
. C
hi
 sq
ua
re
 te
st
 fo
r t
re
nd
 fo
r o
be
sit
y 
x 
SE
S 
=
 2
7.
2,
 d
f 
=
 1
, p
 <
 0
.0
01
; 
ch
i s
qu
ar
e 
te
st
 fo
r o
be
sit
y 
x 
SE
S 
=
 2
7.
3,
 d
f 
=
 2
, p
 <
 0
.0
01
90
Girls of  low SES had a generally greater BMI than girls of  middle or high 
SES: χ2(2, 3984) = 6.22, p = 0.002. 
Among boys, (Figure 3) and after controlling for age, BMI was greater 
among those from Middle Eastern/Arabic and Pacifi c Islander back-
grounds compared to boys from other ethnic groups, χ2(5, 3758) = 5.78, 
p < 0.001. Within SES groups, boys of  low SES had a generally greater 
BMI than boys of  middle or high SES, χ2(2, 3759) = 3.92, p = 0.02. 
Weight perception among obese children 
The weight perception of  children from different ethnic backgrounds was 
a crucial part of  our analyses because this investigation has never been 
undertaken in a nationally representative sample of  Australian children to 
date, despite several smaller studies suggesting a link between both obesi-
ty prevalence and body image among different ethnic and cultural groups. 
There were no signifi cant differences in weight perceptions among obese 
male participants. Among obese males of  all ages the number who per-
ceived themselves to be ‘too fat’ was 58.3% Anglo/Caucasian; 50.0% Ab-
original; 56.0% Southern European; 52.6% Asian; 66.7% Middle Eastern 
and 55.6% Pacifi c Islander. The remaining percentages of  boys perceived 
their current weight to be ‘about right’. These differences were not statis-
tically signifi cant: χ2(5) = 0.3, p = 0.83. 
Among obese female participants of  all ages the number who perceived 
themselves as ‘too fat’ was 68.3% of  Anglo/Caucasian; 61.1% of  Ab-
original; 61.9% of  Southern European; 100% of  Asian; 41.2% of  Middle 
Eastern and 65.0% of  Pacifi c Islanders. The remaining percentages of  
girls perceived their current weight to be ‘about right’. The differences 
were not statistically signifi cant: χ2(5) = 5.1, p = 0.28.
This fi nding that a signifi cant number of  obese participants perceive their 
weight as ‘about right’ was similar but more pronounced in boys and girls 
aged less than 12 years. 
Among obese girls aged 12 years or older, the vast majority of  girls from 
Anglo/Caucasian (83.7%) and Asian (100%) backgrounds perceived their 
weight as ‘too fat’. This proportion was somewhat lower among obese girls 
from Aboriginal (72.7%), Southern European (70.6%), and Pacifi c Island-
er (73.3%) background, a larger minority of  whom were signifi cantly less 
likely to perceive themselves as ‘too fat’. However, in one group, obese 
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Middle Eastern/Arabic girls, a majority (60%) perceived their weight as 
‘about right’. The differences between the weight perceptions of  ethnic 
groups of  girls were statistically signifi cant using a 2 by 6 Chi square: χ2(5) 
= 13.7, p = 0.008. The differences between obese Anglo/Caucasian girls 
and Middle Eastern/Arabic, Pacifi c Islander and Aboriginal girls were all 
highly signifi cant: p < 0.001. 
The ethnic difference between the body image perceptions of  obese boys 
was not as clear as those differences among the same grouping of  girls. 
Among obese boys aged 12 years or older, the percentage with a self  per-
ception of  ‘too fat’ was: Anglo/Caucasian (65.7%), Aboriginal (55.6%), 
Southern European (61.9%), Middle Eastern (66.7%) and Pacifi c Islander 
(64.3%) boys. The differences between ethnic groups were not statistically 
signifi cant using a 2 by 6 Chi square, χ2(5) = 0.92, p = 0.92.
Chi square analyses of  the data among obese students by gender, SES and 
ethnicity revealed no statistically signifi cant differences. 
Discussion
The current study investigated the prevalence of  obesity and overweight, 
weight perceptions and patterns of  ethnic, gender and social class infl u-
ences among a large, representative sample of  Australian schoolchildren 
aged 6–18 years in 2006. The strengths of  the current study include the 
large, nationally representative sample that includes both ethnicity and 
SES with a high response rate. The weaknesses include some low num-
bers in ethnic groups, particularly those of  males from Middle Eastern 
backgrounds and students from India and Africa as well as the necessity 
to defi ne SES using school SES rather than an individual measure of  SES 
for each child. 
In a dataset from the same survey conducted in 2000 (O’Dea and Wilson, 
2006), using the international standards (Cole et al., 2000), an overall prev-
alence of  5.1% obesity was found, and in 2006 this had increased by 1.3 
percentage points over six years to 6.4%. In comparison, the level of  obe-
sity does not appear to have increased at all among 6–12 year-old boys and 
girls of  Anglo/Caucasian, Southern European and Asian background or 
12–18 year-old girls of  Anglo/Caucasian background and boys and girls 
of  Asian background (Table 1). These fi ndings suggest an ethnic, cultural 
or racial effect on the risk of  obesity among children and adolescents. 
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Interestingly, whilst still showing a general upward trend, the overall prev-
alence of  obesity does not appear to have continued to triple as suggested 
by earlier trends (Magarey et al., 2001). The increase in obesity prevalence 
of  1.3 percentage points between 2000 and 2006 (O’Dea, 2003; O’Dea & 
Wilson, 2006) among data from students from the same schools repre-
sents an annual increase of  approximately 0.2% per year. This rate is half  
the rate of  0.4% per year over the 10 years reported by Magarey and her 
colleagues (2001) and this trend suggests a slowing of  the increase in obe-
sity prevalence and certainly defi es the suggestion that childhood obesity 
continues to triple as it did between the 1980s and the 1990s (Magarey et 
al., 2001). There is also a suggestion that the obesity prevalence trend is 
declining in adolescent girls, especially those of  higher SES and this trend 
has also been recently observed in another large study of  schoolchildren 
in New South Wales (Booth et al., 2007). 
These results obviously need to be further analysed and compared in more 
detail to determine whether the rise in childhood obesity was statistically 
signifi cant, ethnically-based or related to socioeconomic status, but the 
trends in this study suggest that obesity is more common among low and 
middle SES students and those from Middle Eastern and Pacifi c Islander 
backgrounds. The prevalence of  obesity in these groups of  children was 
about 20% compared to the prevalence among children from Anglo/
Caucasian backgrounds of  the same age (5–7%). This fi nding, that obe-
sity may be four times greater among certain ethnic groups compared to 
Anglo/Caucasian children, gives rise to current and future concern about 
the incidence of  health risks, particularly insulin resistance and Type 2 
diabetes among these young people.
This current result relates to other reports of  Type 2 diabetes in chil-
dren (Craig et al., 2007, Drake et al., 2002; Ehtisham et al., 2000; Fagot-
Campagna, 2000; Sinha et al., 2002; Wiegand et al., 2004) wherein the 
ethnic background of  the obese child, together with a family history of  
diabetes and a sedentary lifestyle largely predicts the prevalence of  this 
disease. Those working with young people in clinical and community set-
tings would be well advised to monitor obese, inactive children for the risk 
of  Type 2 diabetes, especially if  there is any family history of  the disease. 
An interesting fi nding of  the current study was the apparent lack of  con-
cern and signifi cant level of  body satisfaction among obese boys. Among 
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obese boys of  all ages, only half  considered their weight to be ‘too fat’. 
This may refl ect a desire for ‘bigness’, muscularity, strength or mascu-
linity among boys and young men which has been previously identifi ed 
(McCreary & Sasse, 2000; McCreary, Saucier, & Courtenay, 2005; O’Dea 
& Rawstorne, 2001). Further research should be undertaken to establish 
whether this acceptance of  obesity may also refl ect social class mores, 
sporting aspirations or some other socially derived perception or desire 
among young males. We have also collected qualitative data which is ex-
pected to explain some of  the weight related cultural beliefs and attitudes 
that have been identifi ed in the current quantitative study. 
The body image fi ndings among girls were equally surprising and interesting 
with more than a third of  the obese Aboriginal, Pacifi c Islander and South-
ern European girls seeing their weight as acceptable and possibly even desir-
able. This difference was marked in the obese Middle Eastern girls, nearly two 
thirds of  whom perceived their weight to be about right and it was glaringly 
absent in the obese girls from Anglo/Caucasian and Asian backgrounds, with 
nearly all of  these girls seeing themselves as ‘too fat’. These fi ndings may 
refl ect a way of  holding on to their cultural identity in spite of  the Western 
cultural ideal of  being slim and this may be a way of  balancing their need for 
cultural preservation with cultural adaptation. 
There were measurable differences in both the prevalence of  obesity and 
the body image and desired weight of  obese children and adolescents 
from different ethnic groups. The body image differences of  some young 
people in this study may refl ect cultural body ideals wherein a larger body 
size is socially desirable for both males and females. This fi nding has also 
been recorded in studies of  Fijian men and women (Becker, Gilman, 
& Burwell, 2005). The results also refl ect widespread Western ideals of  
feminine beauty such as the slim ideal among Caucasian and Asian girls 
(Streigel-Moore, & Franko, 2002) and suggest that those children from 
more traditional cultures such as Pacifi c Island, Middle Eastern and Ab-
original cultures, may be less impacted by Westernised ideals of  slimness 
and beauty. For some cultural groups living in Australia, fatness may re-
main traditionally desirable, despite their being immersed in the Western 
ideal of  slimness. 
The desire for ‘bigness’ among boys was particularly apparent, even 
among those who were obese and this fi nding is likely to refl ect both tra-
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ditional and recent Western ideals of  masculinity (McCreary et al., 2005) 
or socially constructed gender roles (see for example, Cash & Pruzinsky, 
2002; McKinley, 2002). The limitations of  the BMI as an instrument of  
fat measurement among growing children and adolescents must not be 
excluded as a factor in the determination of  these fi ndings, as people 
from Polynesian backgrounds are known to be tall and muscular (Craig, 
Femia, Broyda, Lloyd, & Howard, 2007; Swinburn, Ley, Carmichael, & 
Plank, 1999) and it may be these factors which contribute to their weight 
for height, in addition to their body fat. 
Whilst the prevalence of  childhood obesity has been reported as increas-
ing in Westernised countries over the past three decades (Flegal et al., 
2006; Chinn & Rona, 2001) the limitations in measurement must again 
be clearly defi ned. A common, but not necessarily acceptable practice in 
Westernised countries is to combine children who are overweight togeth-
er with those who are obese to create a category called ‘overweight and 
obese’. This practice ignores the fact that the categories of  overweight 
and obesity are different because they correlate differently with percent 
body fat, health risk and morbidity (Flegal et al., 2006). Those working 
with young people must realise that whilst it is tempting to ‘advertise’ such 
combined statistics in order to draw attention to the health risks of  obe-
sity in children, it is not helpful or clinically accurate to combine statistics 
of  overweight children with those who are obese. 
For instance, if  this limited and very simplistic defi nition were applied to 
the current study, the number of  children and adolescents from Middle 
Eastern or Pacifi c Islander backgrounds who were categorised as over-
weight and obese would be nearly half. Clearly, this crude and clinically in-
accurate measure should not be used to unnecessarily identify, stigmatise, 
blame or shame large children or their parents (Campos et al., 2006; Ikeda 
et al., 2006; O’Dea, 2004). Such methods of  communicating the risk of  
child illness and potential disease, which may be undertaken quite inno-
cently under the guise of  ‘patient information’ or ‘community education’, 
may quite correctly be perceived as racially motivated, prejudiced, divisive 
and unhelpful among the community groups in which these weight mes-
sages are targeted. Likewise, such negatively, problem-focused messages 
among already socially disadvantaged groups may be seen as even more 
socially marginalising and victim blaming.
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Longitudinal studies of  children and adolescents in the USA (Freedman, Di-
etz, Srinivasan, & Berenson, 1999) report higher levels of  blood pressure, 
serum lipids and other factors associated with heart disease in adulthood but 
the actual risk to the child is an assumed future risk rather than a clear, valid or 
strong marker of  current disease, ill health or ‘sickness’. Clearly, a fat child is 
not necessarily a sick child and this commonly held belief  in Western societies 
is more of  a myth than a scientifi c fact. Some would argue that the myth of  
‘fatness equals illness’ is based on moralistic judgments from the protestant 
work ethic, wherein gluttony and sloth are assumed to refl ect moral weakness, 
laziness and sinfulness (Gard & Wright, 2005). Consideration of  biological 
factors in the development of  obesity are also important, but the complete 
lack of  cultural, gender and ethnic input into these narrow viewpoints of  
presumed ‘fatness’ is astounding. 
The results of  the current study may assist in a better understanding of  
the important interplay between these crucial socio-cultural variables by 
fi rst observing the ethnic differences in obesity and body image and also 
weighing up the likelihood of  illness, particularly Type 2 diabetes, among 
obese adolescents. Those who work with young people should be able to 
see that certain ethnic groups in Australia are both at a high risk of  obesity 
and diabetes, but also likely to reject health education messages based on 
weight loss or the notion that there is something undesirable about their 
weight. For example, many cultures value fatness as a sign of  family pros-
perity, fertility and success. Traditional South Pacifi c Islanders for exam-
ple, consider ‘bigness’ or ‘obesity’ to be desirable, although fewer among 
the younger generation may hold these cultural perspectives (Becker et al., 
2005). In order to better explain these phenomena, especially among ado-
lescents of  Middle Eastern and Pacifi c Islander background, we are cur-
rently analysing the qualitative focus group data from the current study. 
Women and men from Pakistani and Indian backgrounds living in the 
United Kingdom consider the idea of  spending time away from family 
activities and daily duties as ‘selfi sh’ and inappropriate, irrespective of  the 
urgings from their doctors, nurses and other health professionals for them 
to undertake physical activity for the benefi t of  their own diabetes and 
their health (Lawton et al., 2006). It is likely that their children may feel 
the same and may adhere to similar social roles when they become adults. 
99
Similarly, a recent report conducted among Australian women identifi ed 
several cultural barriers to women participating in sport and physical ac-
tivity (Cortis & Muir, 2007).
Clearly, the challenge for nurses, health educators, community workers 
and other health professionals is to help people from culturally diverse 
backgrounds become ‘healthier’ within a broader context of  their person-
al, family, community and cultural constructs of  ‘physical, social, mental 
and cultural health’. 
Those working in clinical, community or educational settings with young 
people and in particular, obese young people, should be aware that obesity 
is likely to be more prevalent, more culturally acceptable and perhaps more 
desirable among children and teens from low and middle SES communi-
ties and/or Middle Eastern, Pacifi c Islander and Aboriginal backgrounds. 
Health and social work professionals should be careful not to exaggerate 
the risks of  obesity among higher SES Anglo/Caucasian or Asian com-
munities as these children do not appear to be at a high risk of  obesity 
and there is the potential to increase the risk of  body image problems and 
disordered eating, especially among females. These different body image 
perceptions and socio-cultural factors should be taken into account when 
planning clinical, community or preventive health promotion initiatives 
among children or adolescents from varying ethnic groups. 
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